lesion was noted on the posterior wall of the bladder. Histology showed the features of metastatic small cell carcinoma of bronchial origin (Figures 1 & 2) . Chemotherapy was not offered due to the patient's poor general condition and she died 2 months later.
Discussion
Secondary tumours of the bladder are rare and are usually from direct invasion from adjacent organs. In an extensive retrospective study, Ganem & Batal (1956) reported on 80 cases of secondary tumours of the urinary bladder, of which 25 were from a primary in the stomach, 18 from melanoma and 6 from bronchial carcinomas of unspecified type. There have been no recent reports in the literature of small cell carcinoma of the bronchus metastasizing to the bladder.
However, there have been two recent reports of small cell neuroendocrine tumours occurring in the bladder without any evidence of a primary bronchial neoplasm (Davis et al. 1983 , Cramer et al. 1981 . Two of the 4 patients had disseminated disease and chemotherapy for small cell bronchial tumours induced partial remissions.
Our patient had too low a Karnofsky score to be considered suitable for intensive chemotherapy. However, in suitable patients with disseminated small cell carcinomatosis, modern chemotherapeutic regimens containing an alkylating agent with etoposide can induce complete remissions in up to 25% of cases (Sprio 1985) . It is suggested that an oncological opinion be sought should the initial diagnosis be made by an urologist, so that effective chemo-and radiotherapy can be started. A case is described of haemorrhage from small bowel metastases, with coexistent local recurrence of large bowel adenocarcinoma, presenting with melaena. This association has not been reported previously. Visceral angiography was useful in defining the source of bleeding and small bowel resection gave suitable palliation.
References
Case report A 61-year-old man presented with closed loop large bowel obstruction. At laparotomy a stenosing carcinoma of the distal sigmoid was found and a defunctioning transverse loop colostomy fashioned. Three weeks later sigmoid colectomy was performed with a circular stapled and endto-end colorectal anastomosis (31 mm cartridge). The tumour had perforated locally with some peritoneal contamination and macroscopically was penetrating through the serosa; histology showed a moderately well-differentiated adeno-'Case presented to Section of Surgery, 3 November 1982.
Accepted 19 June 1985 carcinoma (Duke's B). The transverse colostomy was closed two months later using a linear stapler, after a satisfactory radiographic contrast study of the anastomosis.
The patient remained well for eight months after the colectomy and then presented with melaena and a haemoglobin of 57 g/dl. Fibreoptic gastroduodenoscopy showed no source of bleeding. With perseverance, a suitably clean bowel for adequate sigmoidoscopic views was obtained. This showed mucosal irregularity at the anastomosis, confirmed on barium enema, and biopsies positive for adenocarinoma. Scintillation liver scan and serum CEA were normal.
After transfusion and a month's rest he presented again with melaena and was anaemic. A superior mesenteric arteriogram demonstrated two abnormal clusters of vessels arising from ileal arteries, one being adjacent to the staples of the colorectal anastomosis and the second adjacent to the anterior abdominal wall near the drain tube site (Figure 1) .
At laparotomy the findings were: colorectal anastomotic recurrence with a mass of tumour fixed to the pelvic side wall and iliac vessels; multiple fine nodular metastases over the liver capsule and peritoneum; four 2 cm nodular metastases in the small bowel mesentery; and three intramural metastases of the mid-ileum, one adjacent to the anterior abdominal wall, one adjacent to the anastomosis and one mobile. The ileal intramural metastases (presumed to be the source of haemorrhage) were resected and a transverse colostomy was constructed.
The mucosal surfaces of all three intramural The patient made an uneventful postoperative recovery and had no recurrence of melaena till his death from disseminated cancer nine months later.
Discussion
Gastroduodenoscopy excluded the upper gastrointestinal tract as the source of haemorrhage in this case, and sigmoidoscopy also excluded the suture line recurrence as a source; however, melaena continued. Selective visceral angiography localized the bleeding site.
When gastroduodenal bleeding has been excluded, the site of blood loss causing melaena may be very difficult to trace. Moreover, when pathology in the colon is suspected, the colour of the stool is notoriously misleading. Such was the dilemma in this case. Though the patient was passing black stool, he had histological evidence of anastomotic recurrence as a possible source of bleeding. However, a short period of observation, during which he continued to bleed, indicated a probable source higher in the bowel and selective visceral angiography was extremely useful in demonstrating localized pathological circulation as the likely site of bleeding (Davies & Perrett 1982) .
Small bowel metastases usually present with obstruction rather than bleeding, though submu-cosal infiltration resulting in mucosal ulceration is not invariable (de Castro et al. 1957 , Morson & Dawson 1979 . In most cases there are multiple metastases, more frequently in the jejunum than ileum. Melanoma, squamous cell carcinoma (especially cervis uteri) and adenocarcinoma comprise the majority of the primary tumours in descending order of frequency (de Castro et al. 1957 , Farmer & Hawk 1964 , Willis 1973 . Willis (1973) distinguished between two forms of secondary deposits: those that are embolicmetastases via intestinal arteries, e.g. melanoma; and those that invade the small bowel by direct nonmetastatic spread from secondary peritoneal tumours, adherent contiguous tumours, and lymphatic permeation. The present case is a typical illustration of direct non-metastatic spread, with all three methods of spread probably being relevant.
Large bowel carcinoma is an infrequent primary source of small bowel metastases. Collected data, from surgical series at the Mayo (de Castro et al. 1957 ) and Cleveland (Farmer & Hawk 1964) Clinics revealed a total of 40 cases of small bowel metastases; only 7 were of large bowel origin, 2 presenting with bleeding and all but one presenting within 2 years of definitive surgery.
As anastomotic recurrence may well represent an epiphenomenon of distant disease (Olson et al. 1980) it is indeed unusual that this is the only case reported in association with small bowel metastases; however, perforation of the primary tumour may have created a specific pathway for spread.
This case is reported not because of its rarity but to emphasize the utility of mesenteric angiography in defining the site and pathology of obscure causes of haemorrhage of small bowel origin (Thompson et al. 1984) . It also emphasizes that anastomotic recurrence of colorectal cancer often indicates the coexistence of disseminated disease and that resection of small bowel metastases provides suitable palliation.
